A 46-year-old man first presented in Iran, in October 1972, with a history of polyuria, anorexia and fever for 2 weeks. He had lost 18 kg weight in the preceding year. On examination he was found to be anaemic (Hb 6-5 g), with hepatomegaly of 3-4 cm and a 'palpable' spleen. The urinary specific gravity was 1i002. Bone [4] [5] [6] ,ug/100 ml, the normal range in the laboratory being 4-8. Serum T3 was normal at 4-9, the normal range being 4-7-8-1 and T4 was normal ,ug/100 ml, the normal range being 5-4-11-8 ,ug/ 100 ml. A clomiphene test was normal, the values for luteinizing hormone on the tenth and eleventh days being 7-6 and 7-8 m,t/ml respectively and for testosterone being 286-0 and 295-0 ng/100 ml respectively. (White, 1972) (Tattersall, 1973) (Spiers, 1972) . In view of the probable leukaemic involvement of his hypothalamus, external radiotherapy was given to the hypothalamic area. Hyperuricaemia was satisfactorily controlled with allopurinol. This therapy produced a fall in the circulating blast cell count, but with the concomitant neutropenia the patient developed two episodes of pyrexia. The first of these responded well to antibiotic therapy (Tattersall et al., 1972) , no cause for the pyrexia being found. The second episode was associated with a perianal abscess and E. coli septicaemia, and responded well to surgical drainage and antibiotics. Subsequently the patient developed pulmonary oedema possibly on the basis of leukaemic infiltration of his myocardium. Therapy was unsuccessful and the patient died on January 10, 1973. Permission for necropsy was refused on religious grounds.
Discussion
Unfortunately, without necroscopy the presumptive aetiology of the diabetes insipidus in this case could not be substantiated. However, in cases previously described in the literature (Castaigne and Hubault, 1953; Eilersen, 1960; Fabiani and Lucentini, 1955; Flynn and Bowers, 1947; Joseph and Levin, 1956; Laakso, 1964; Malter, Gross and Teree, 1969; Miller and Campbell, 1971; Rossenzweig and Kendall, 1966; Camarri and Fantoria, 1972) both leukaemic deposits (Cammari and Fantoria, 1972) and haemorrhage (Rosenzweig and Kendall, 1966) have been found in the region of the hypothalamus. Haemorrhagic lesions have usually been associated with low platelet counts at presentation (Laakso, 1964; Rosenzweig and Kendall, 1966) which would suggest that in this patient who was not thrombocytopenic, the hypothalamic lesion was a deposit. In previously reported cases, diabetes insipidus has been described as a presenting symptom (Joseph and Levin, 1956) and also has occurred during the course of the disease (Laakso, 1964) . Most cases have been adults who have all had acute leukaemia and there are a few reports of children having diabetes insipidus as a complication of acute lymphoblastic (Malter et al., 1969) or acute myeloblastic leukaemia (Joseph and Levin, 1956 Megaloblastic anaemia associated with oral contraception A large number of metabolic side effects induced by the contraceptive pill have been described (Drill, 1965) . Shojania, Hornady and Barnes (1968), Snyder and Necheles (1969) and Streiff(1970) 
